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Abstract
Background The complexity of the doctor-patient rela-
tionship requires in-depth research to enable a better
understanding of the nature of the doctor’s appointment.
Objective To explore how patients can facilitate their
medical appointments, and how they can be responsible for
their relationship with their doctors.
Methods A synthesis of our previous three qualitative
studies of doctor-patient relationships focussed on the
consultations. The analysis involved three qualitative
studies based on in-depth interviews with 94 patients of
family doctors in Poland.
Results A detailed analysis of these data allowed us to
distinguish several different ways in which patients par-
ticipate in medical consultation, namely: 1. facilitating the
visit; 2. having an impact on both patient and doctor per-
ception of satisfaction with the visit; and 3. showing con-
cern for the doctor, understanding the doctor’s situation
and having empathy.
Conclusion This study concerning patient-doctor inter-
actions shows that each participant can explicitly provide
emotional support for the other, despite the evident
asymmetry in the roles of doctor and patient. Patients can
substantially contribute to the personalisation of their
relationship with the doctor, which is often facilitated by
the repetition and regularity of the interaction.
Key Points for Decision Makers
This paper shows that patients can themselves act to
facilitate their medical appointment via their
subjectivity and activity in the doctor-patient
relationship.
The patient’s role facilitates the medical
appointments and allows better co-operation
between the two parties.
Patients allow the doctor the right to be vulnerable
(as a fellow human), and express an understanding of
the nature of his/her work.
A holistic approach to the patients’ role in their
relationships with doctors, attending to the
boundaries between them and reducing asymmetry
in these two roles in terms of their activity appears to
be essential for changing the course of the medical
appointment.
1 Introduction
Currently, patients have been assigned a number of new
roles in healthcare: decision maker, co-producer of health,
evaluator and active citizen, whose voices should be taken
into account by healthcare professionals [1]. The impact of
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the patient can be seen both at the level of the healthcare
system and at the level of medical consultation. The rela-
tionship between doctor and patient can be analysed in
different ways: the roles played by doctor and patient, their
behaviours and the dynamics of the consultation [2]. The
complexity of this relationship can be explained by con-
sidering two major theories: social interaction and reci-
procity theory [3].
In medical communication, two types of behaviours are
reported and discussed: instrumental or task behaviour (ori-
ented technical medical care) and affective or socio-emo-
tional behaviour (oriented interpersonal care) [4]. Social
interaction theory assumes that patients typically identify
doctors’ socio-emotional behaviour and respond to it.
Regarding the doctor-patient relationship, this theory assumes
that patients seek out medical advice and consult their doctors
for two reasons: treating the illness and relieving anxiety,
which the doctor addresses through task behaviours (e.g.
prescribing medication) and socio-emotional behaviours (e.g.
expressions of concern and reassurance) [3, 5]. Reciprocity
theory predicts that patients recognise and respond to both
socio-emotional as well as instrumental (task) behaviours,
and respond to these behaviours in a similar way. This theory
assumes that people feel obligated to return those goods and
services they receive from others. For example, the doctor
providing advice/information should be reciprocated by
patient compliance [3, 6].
Different types of relationships between patients and
their doctors have been described: positive long-term
relationships (for a majority of the adult population),
doctor-controlled relationships (leaving decision making or
passing responsibility to the doctor), unhappy relationships
(a minority of people) and ambivalent relationships [7].
Although quantitative studies are of great value in the
description of the relationship between a doctor and a
patient, qualitative research provides a fuller understanding
of this relationship.
In Poland, relatively little qualitative research in the
context of healthcare is undertaken. Focus group-based
studies are performed to explore challenges faced by Polish
family doctors in the management of patients with unex-
plained symptoms. In these studies, family doctors mainly
stress their own difficulties in dealing with heartsink
patients [8]. Our previous qualitative research amongst
patients in Poland has provided information on how
patients assess healthcare [9], how they define satisfaction
with family doctor care [10], express negative opinions or
explain the causes of dissatisfaction with healthcare [11]
and express healthcare priorities [12].
However, the complexity of the doctor-patient rela-
tionship requires further in-depth research to enable a
better understanding of the nature of the doctor’s
appointment. Synthesis of our own three previously
published qualitative studies was undertaken to determine
how patients can facilitate their medical appointments, and
how they can be responsible for the relationship with their
doctors.
2 Material and Research Procedures
The analysis involved three qualitative studies based on in-
depth interviews with patients of family doctors in Poland.
The first study was conducted in 2002 and included 28
patients using the services of one family medicine practice.
It aimed to identify the way patients evaluate healthcare,
what words and expressions they use, and in what context
the term ‘satisfaction’ with care is used [9]. The second
study was carried out in 2007–2008, with the involvement
of 36 patients in different regions of Poland. Its aim was to
explore how satisfaction is understood from the perspective
of patients receiving care from family doctors [10] and to
determine how Polish patients verbally express negative
opinions of their healthcare services [11]. The third study,
completed in 2010, was designed to explore which aspects
of care provided by family doctors are the most important
for the elderly and it included 30 older patients treated by
family doctors in Bialystok and Krakow [12]. The char-
acteristics of participants in all three studies are presented
in Table 1. All interviews (n = 94) were conducted by the
same person (LM) in participants’ own homes, with some
exceptions. The interviews (lasting from 25 min to 2.5 h)
were based on interview guides (see Appendix). The
interviews were tape recorded and transcribed verbatim.
Ethics Committee approval was given by the Medical
University of Bialystok for the three research projects of
which the present synthesis study was comprised.
2.1 Data Analysis
Interview transcripts were analysed using the grounded
theory, according to Strauss and Corbin [13]. First, open
Table 1 Characteristics of studied participants (n = 94)
Characteristics Study I Study II Study III
n = 28 n = 36 n = 30
Mean age; years (range) 61 (27–86) 53 (20–78) 74 (65–87)
Gender
Female 21 20 18
Male 7 16 12
Education
Elementary 5 5 7
Vocational 2 4 10
Secondary 13 16 7
University 8 11 6
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coding was carried out, i.e. ‘‘the analytic process through
which concepts are identified and their properties and
dimensions are discovered in data’’ [13, p. 101] and line-
by-line analysis (especially important in the beginning of
the study) was performed. Contents of the transcripts were
thoroughly read and re-read by two authors (LM and TP),
who then coded the concepts. In the next stage of the
analysis, axial coding (relating categories to their sub-cat-
egories) and selective coding (integrating and further
refining the theory) were used. The codes were grouped
into themes to identify key features concerning the
patient’s role. The analysis proceeded with discussion and
feedback from the sociologist involved in the analysis of all
three studies.
For the final stage of this research, we synthesised the
three previous studies, which revealed new perspectives
and results that had not been sufficiently evident in the
individual, separate research processes.
3 Results
A detailed analysis of these data allowed us to distinguish
several different ways in which patients participate in a
medical consultation, namely: facilitating the visit; having
an impact on both patient and doctor perception of satis-
faction with the visit; and showing concern for the doctor,
understanding the doctor’s situation and having empathy
(Table 2).
3.1 Ways of Facilitating the Visit
Patients’ interviews clearly show that they care about
maintaining a good relationship with their doctor during
their visit and try to facilitate its progress through con-
cordance with doctor’s recommendations, openness to
cooperation, respecting the doctor’s time and creating a
pleasant atmosphere during the appointment.
3.1.1 Concordance
Patients, by their positive attitude to life and discipline in
matters relating to health, can contribute to the smooth
running of the visit, and also to health improvement
measures.
‘‘I’m not a picky patient. (…) I’m not looking for
problems. I respond to specific questions. I take medica-
tions regularly, I adhere to recommendations.’’ (Study I,
male patient, aged 50 years, secondary education).
‘‘I adhered to his treatment and after two weeks I was
healthy.’’ (Study II, female patient, aged 44 years, higher
education).
‘‘I just listen to what he is saying to me.’’ (Study III,
male patient, aged 72 years, vocational education).
Others Emphasised a Willingness to Cooperate
‘‘I’m trying to cooperate with the doctor.’’ (Study III,
male patient, aged 75 years, higher education).
Patients also mentioned the necessity to tell the truth to
the doctor.
‘‘You have to tell your doctor everything, because it is
important. There is no need to beat around the bush. You
have to tell the truth, because then, there can be different
outcomes.’’ (Study III, male patient, aged 65 years, voca-
tional education).
3.1.2 Respecting the Doctor’s Time
Patients are aware that the time of the visit is limited and
try to not over-run unnecessarily, even if sometimes they
feel a need to talk to the doctor about topics other than
health-related problems.
‘‘I wish I could talk to the doctor just as I am talking
to you now; I have the gift of the gab, a lot of life
experience and can talk on any subject, I could talk a lot,
but I don’t dare, I don’t want to waste her [doctor’s] time.
If I had a serious problem, a dramatic situation, I could
share it with a doctor, but I have no need for that, to
speak about it. (…) I think that her time is too precious.
People waiting in line, and I can find myself a friend to
talk to, I have a sister. And here, with the doctor, I do not
see the need.’’ (Study II, female patient, aged 68 years,
secondary education).
3.1.3 Creating a Relaxed Atmosphere During the Visit
Some patients mentioned that, through their behaviour,
they felt they could affect the doctor’s behaviour and
contribute to a relaxed atmosphere during the visit. This
applied to both verbal and nonverbal behaviour.
‘‘I think that doctors represent a certain standard; if you
act politely, they are polite.’’ (Study II, female patient,
aged 68 years, secondary education).
Table 2 Different ways patients participate in the medical
consultation
Ways patients participate Contribution to the visit
Facilitating the visit Concordance
Respecting the doctor’s time
Creating a relaxed atmosphere
during the visit
Contributing to satisfaction Positive
Negative
Having concern for the doctor and
understanding
the doctor’s situation
Perceiving the doctor as human
Empathy
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‘‘She [the doctor] always has a smile on her face. And
I’ve got a smile on my face as well.’’ (Study III, female
patient, aged 87 years, secondary education).
Others, however, exhibit a more passive attitude and
with their behaviour do not try to interfere with the doctor
during the visit.
‘‘I could not talk so much, because the doctor was
writing, I did not want to disturb her. (…) That is to say, I
did not want to bother her and I had nothing to talk about.’’
(Study I, female patient, aged 79 years, primary education).
Sometimes patients state explicitly that they themselves
can contribute to a good relationship with the doctor during
the visit.
‘‘It is typical for me that I tell my doctor specifically
what I mean, and I get a specific answer, and it’s fine.’’
(Study II, female patient, aged 68 years, secondary
education).
3.2 Patient’s Contribution to Satisfaction
with the Appointment
Interestingly, the interviews also highlight how patients
themselves feel they can influence their own satisfaction
with the visit, e.g.:
‘‘I am always satisfied because I will always force the
doctor to be polite [laugh]. (…) One needs to talk to the
doctor pleasantly, with no fussing; if the patient is polite,
the doctor would not feel pressured. The doctor is also
human — stressed and tired. The patient can be dissatisfied
if the doctor himself feels unwell.’’ (Study III, female
patient, aged 79 years, primary education).
‘‘The patient should also be kind to a doctor, because the
doctor has taken the time to come and see me and look
after me. I am grateful and also satisfied. Hence, there
should be care on both sides.’’ (Study III, female patient,
aged 81 years, primary education).
Some participants notice their negative impact on family
doctor behaviour, and consequently on the whole visit.
They also emphasise the significance of cultural
background.
‘‘You can see that in the waiting room. In the end, the
doctor gets angry, because a patient comes and becomes
angry whilst waiting for the visit (…) Yes. Usually patients
in the waiting room talk about negative things. And we
Poles are particularly prone to this. (…) It affects our
mentality. Finally, the patient comes to the doctor’s office
furious, he doesn’t have to say anything but he behaves
strangely and that affects the doctor. That’s why the entire
visit may not go well.’’ (Study II, male patient, aged 75
years, higher education).
‘‘There may be patients who annoy the doctor, because
they don’t understand anything and they start screaming
straight away (…) There are such. It’s annoying.
Sometimes people project their family problems at work,
and others do the opposite — all right at work but not at
home. Also, a lot of people have no time and no job, people
are unemployed and it’s all just getting worse.’’ (Study II,
female patient, aged 51 years, secondary education).
3.3 Concern for the Doctor, Understanding
the Doctor’s Situation and Showing Empathy
Patients showed their concern for the doctor and under-
standing of the nature of his/her work, even that s/he may
be having an ‘‘off day’’:
‘‘Sometimes the doctor can also be unwell and tired.
He’s not an artist, but a doctor.’’ (Study I, female patient,
aged 67 years, secondary education).
‘‘Also, there is nothing to complain about, when you
hear how busy these doctors are, working for pennies, I do
not like that.’’ (Study II, female patient, aged 51 years,
secondary education).
Some patient statements emphasised that the doctor is
also a human being with feelings and emotions.
‘‘Perhaps, sometimes the doctor also needs someone to
talk to, a smile or a good word, he also needs that, I guess.
(…) He is not a stone, but a human, and similarly he has a
heart, and wants to be treated like a human being. I think
so.’’ (Study III, female patient, aged 70 years, primary
education).
Some patients even rationalise doctor’s negative
behaviour, voicing an appreciation that the doctor is human
as well.
‘‘I understand it all, but in the end she [the doctor]
should say I’m sorry, I had a bad day today, I’m over-
worked and upset, please understand me. And that’s it! (…)
It would be enough! Exactly that would be enough. She is a
human, she is not an automaton or a machine, she is a
human being and I see no reason for her not to have a right
to be tired or upset; there were just a lot of patients that
day.’’ (Study II, male patient, aged 57 years, higher
education).
‘‘A couple of times when there was no effect, I just tell
that to my doctor, but I know that he is also a human being
and is not capable of everything, and everyone’s body is
different, not all patients can be cured with the same drug.’’
(Study II, male patient, aged 75 years, higher education).
Some appeal to their faith and pray for their doctor, for
instance: ‘‘Sitting in the queue, I pray for the doctor, I ask
God for things.’’ (Study III, female patient, aged 70 years,
primary education).
Additionally, reciprocity theory in doctor-patient
encounters is aptly encapsulated in a statement offered by
one of the participants: ‘‘I wouldn’t like to hurt anyone, and
I expect the same from a doctor.’’ (Study I, female patient,
aged 64 years, secondary education).
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4 Discussion
Interpretation of these diverse experiences of patients using
the services of family doctors has allowed us to develop a
broader and deeper understanding of the role the patient
has in influencing the course and nature of his/her medical
appointment. The qualitative data analysed show that the
patient’s involvement facilitates the visit, and has an
impact on satisfaction regarding the visit. In addition, the
patient’s role implies concern for the doctor and under-
standing of his/her situation. Patients demonstrate a high
degree of empathy by recognising the doctor’s emotions. It
can be combined with justification of negative experiences
of the visit.
The prominence of the patient’s subjectivity and activity
in the doctor-patient relationship, which was frequently
postulated in previous reports [1] and also observed in our
own study, demonstrates another relatively new aspect: the
patient as a facilitator of the medical appointment. This
implies that the patient’s role facilitates the visit and allows
better cooperation between the two parties. However, a
natural consequence of this evident subjectivity and
activity of the patient is his/her acceptance of greater
responsibility for what the visit is like. Other work has
shown that doctors are generally quite open toward active
patient behaviour in the visit [14].
The reciprocity theory promulgated by Roberts and
Arugute [3] in doctor-patient encounters is supported by
the present study. Patients’ statements show that, during
the visit, they feel obliged ‘‘to give back the good that is
given to them’’. This is manifested as patient concordance
with medical recommendations, willingness to cooperate
with the doctor, creation of a relaxed atmosphere during
the visit and the expectation to be treated in the same
respectful way that patients treat the doctor. The principle
of reciprocity is a cultural pattern requiring reciprocation
for benefits and goods received. It takes on a special
meaning in the context of medical activities that relate to
such goods and values as health and life. It is clear from
the statements of patients that they have that norm deeply
internalised. It has been reported by Langewitz et al. [15]
that the use of typical patient-centred techniques (e.g.
professional pauses, the repetition of a word that the
patient said or summarising) considerably increases
information gathered from patients. These data and our
findings highlight a need for patient-centred communica-
tion skills.
The present analysis suggests that patients allow the
doctor the right to be vulnerable (as a human), and display
an understanding of the nature of his/her work. Patients’
statements should be considered in their cultural context.
Population surveys carried out in European countries
(Germany, Italy, Poland, Slovenia, Spain, Sweden,
Switzerland and the UK) demonstrate that respondents
from Poland reported low rates of satisfaction with doctors’
communication skills and have low expectations of
involvement in treatment decisions [16]. Conversely, our
previous qualitative analysis revealed that Polish patients
have difficulties with expressing negative evaluations of
healthcare. The high social status of doctors and low
position of patients as evaluators of healthcare are impor-
tant reasons why patients avoid giving negative evaluations
[11]. Although Poland still has a predominately paternal-
istic model of healthcare and thus relative submission of
the patient to the doctor, there is a growing willingness of
patients to cooperate with the doctor and to make personal
decisions about health. When interpreting the results of the
analysis we should consider the context of medical care
provided by family doctors, where the relationship between
doctor and patient is particular and individual. Hence, we
see some patients have a need to share family problems
with the doctor. However, as this work features older
patients, there may be differences when considering
younger patients who were not explored in this study.
A homogenous design and the uniform method of ana-
lysis are the major strengths of this study, i.e. all of the
in-depth interviews were conducted by the same person
(LM), who was not directly involved in providing health-
care services, and was trained in the delivery of qualitative
research. The three studies were designed and carried out
by a multidisciplinary team consisting of a sociologist, a
psychologist, a doctor and a researcher trained in qualita-
tive research. The uniformity of these studies related not
only to their subject matter and methodology, which were
standardised, but also to the research team; thus, these
factors might be viewed as a limitation, but could also be
considered as a strength. This paper is a synthesis of
qualitative interviews with patients concerning their visits
to the doctor; a limitation is that we did not record their
interactions with these doctors and therefore cannot in this
paper relate our findings to actual observations of the
interactions; however, this approach is an area for future
research.
5 Conclusion
This study concerning patient-doctor interactions shows
that each participant (i.e. patient and doctor) can explicitly
provide emotional support for the other, despite the evident
asymmetry in the roles of doctor and patient. Patients can
substantially contribute to the personalisation of their
relationship with the doctor, which is often facilitated by
the repetition and regularity of the interaction. Patients not
only declare their empathy for doctors, but they can also
avoid displaying a self-centred attitude, which further
The Role of Patients During Medical Appointments 317
opens up perspectives for their effective participation in the
treatment process.
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Appendix
The interview guide—Study I
– What are your general experiences with the use of
family doctor services?
– What are your expectations of the doctor’s office visit?
– What was your last visit at the family doctor’s like?
– Have your expectations of the visit been fulfilled?
The interview guide—Study II
– What are your experiences with the use of family
doctor services?
– What does it mean to you to be satisfied with the visit at
the family doctor?
– Is there anything you are especially satisfied with?
– In what circumstances are you dissatisfied?
– Have you experienced any particularly dissatisfying
situations?
– What was your last visit at the family doctor’s like?
The interview guide—Study III
– In your opinion, what was the most important aspect in
the family doctor consultation?
– What does it mean to you to be satisfied with a family
doctor consultation?
– What did you like most in the family doctor’s
behaviour you saw?
– Which of your family doctor’s behaviours did you
dislike?
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